Dear Editors,

Elderly patients and those with comorbidities are at higher risk of presenting a severe SARS-CoV-2 infection [@bib0001]. Although the disease has yet to be well-described among cystic fibrosis and lung-transplanted patients, these patients are probably at major risk of presenting a severe disease. We report the case of a SARS-CoV-2 infection in a lung-transplanted patient for cystic fibrosis characterized by several singularities.

A 35 years-old man, lung-transplanted 8 years ago for cystic fibrosis, was admitted for fever and dyspnea. His wife had suffered from rhinopharyngitis for a few days when he began to complain of asthenia, myalgia, and headache. Two days later, he became feverish at 38.5 °C and dyspneic (FEV-1 decreased at 85% of his baseline value). On admission, the patient presented with dyspnea, fever, and diarrhea but without pharyngitis. The physical examination revealed fine crackles of the lung bases with no cardiac abnormality and oxygen saturation of 90% in ambient air. Biological tests were normal except a C-Reactive Protein level of 126 mg/L (N \< 5 mg/L) and a natremia at 131 mmol/L (N: 135--145 mmol/L). A SARS-CoV-2 RT-PCR (Allplex nCov 2019 assay, Seegene, Seoul, South Korea) performed on a nasopharyngeal sample was negative. A chest computed tomography revealed ground-glass opacities of both basal pulmonary parenchyma. He was hospitalized, piperacillin-tazobactam combination and oxygen therapy (5l/min) started. As the presentation was evocative of SARS-CoV-2 infection a second nasopharyngeal swab was sampled on day 2. A multiplex RT-PCR for respiratory pathogens (FilmArray RP, BioMérieux, Marcy-l\'Etoile, France) was positive for a rhinovirus while the SARS-CoV-2 RT-PCR (Seegene) remained negative. On day 3, the patient respiratory function worsened and he was transferred to an intensive care unit and placed on mechanical ventilation. A broncho-alveolar liquid was immediately sampled. The SARS-CoV-2 RT-PCR was strongly positive, with cycle thresholds (CT) less than 25 for all viral targets: *N* gene (CT = 20.91), *E* gene (CT = 17.14) and *RdRP* gene (CT = 19.32). Bacterial culture identified 10^3^ CFU/mL of oropharyngeal flora.

SARS-CoV-2 infection has been so far poorly reported from lung-transplanted and cystic fibrosis patients. The present case highlights at least 3 findings: (i) a non-specific presentation of the disease at its early stage; (ii) a possibly lower sensitivity of the RT-PCR performed on nasopharyngeal swabs in patients who present with primarily pulmonary symptoms; (iii) the identification of another respiratory pathogen should not exclude a SARS-CoV-2 infection, at least in patients presenting severe pathology.

Clinical presentation of SARS-CoV-2 might be variable with a wide range of clinical symptoms and complaints [@bib0001]. Therefore, particular attention is required for lung-transplanted and cystic fibrosis patients. A delayed diagnosis might increase the spread of the virus and induce a suboptimal medical management. In the present case, the SARS-CoV-2 RT-PCR were performed on 3 successive samples a day apart. Several factors associated with false-negative SARS-CoV-2 RT-PCR results were previously reported \[[@bib0002],[@bib0003]\]. However, it is unlikely that nasopharyngeal swabs were not optimally performed as the 2 swabs were sampled by 2 different trained-operators. Furthermore, the hypothesis has been raised after the first negative result and particular attention was taken for the second swabbing. Alternatively, it is possible that the patient was hospitalized for a rhinovirus infection and then he acquired a SARS-CoV-2 infection. However, he had been placed on respiratory isolation at admission and the incubation period of the disease range from 2 days to 11 days [@bib0004]. Furthermore, rhinovirus is rarely associated with severe disease in lung-transplanted patients and his wife presented mild disease, with exclusively pharyngeal symptoms, that could be attributed to either rhinovirus or SARS-CoV-2. Finally, in a previous report including 205 patients, only 5 (63%) of 8 nasal swabs performed from SARS-CoV-2 infected patients were positive while the rate of positivity was 93% (14 of 15 samples) for bronchoalveolar lavage [@bib0005]. However, the author reports a lower CT for nasal swabs and they did not compare nasal swabs and bronchoalveolar lavage performed in the same patients. And, as few nasal swabs were performed one could wonder if negative swabs were accurately sampled.

In conclusion, lung-transplanted and cystic fibrosis patients might be at major risk of developing a severe SARS-CoV-2 infection. To date, the presentation of the disease is unknown in these patients. A wide screening is probably needed in symptomatic patients, including those presenting minor symptoms. We aware of performing microbiological analysis on respiratory deep samples in patients with mainly pulmonary disease. Furthermore, the recovery of another pathogen should not exclude a SARS-CoV-2 infection. In the pandemic context, all these findings would help to improve the rapid identification of SARS-CoV-2-infected patients and therefore their medical management but also the implementation of specific infection prevention and control measures.
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